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Graph showing tracheobronchial clearance of patient compared with mean values for 13 normal volunteers (3 female, 10 male; mean age 37 + 17 years)
Discussion
Patients with situs inversus alone represent a unique control group for patients with Kartagener's syndrome. Previous work has shown that obstructive airways disease does not ofitselfimpair TBC (Pavia et al. 1981) . This patient clearly has immotile cilia. The finding of normal ciliary ultrastructure is not surprising, as many ultrastructural defects have been described in this syndrome, and many more could be expected even with normal ultrastructure. The absence of bronchiectasis and sinusitis, with only an obstructive pulmonary defect, probably indicates that a spectrum of disease severity exists, but leaves open the possibility that although ciliary immotility is the necessary cause of the syndrome, some other 'proximate' cause, such as atopy, smoking or recurrent viral infection, is also required for bronchiectasis to develop. Intervertebral disc space inflammation in children is generally considered to be a benign disease, although an infective cause is confirmed in some cases. Associated paraspinous abscess formation is rare. A case of septic discitis presenting as a psoas abscess is described.
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Case report A 14-year-old Caucasian boy presented with a three-month history of continuous pain in the lower back and right hip which worsened on weight-bearing and hip extension. He felt generally unwell with a low-grade intermittent temperature. Five days prior to admission he developed 'flu-like' symptoms, pyrexia, night sweats and a painful lump in the right groin. There was no history of trauma. His general health was good, with no relevant past medical history.
On admission he was pyrexial (39.5°C) with rigors. A tender mass was palpable in the right iliac fossa extending below the inguinal ligament. Right hip extension was limited and painful. There was no spinal tenderness and examination otherwise was unremarkable.
Investigations revealed: haemoglobin 10.8 g/dl, white blood count 11.8 x 109/l (81% neutrophils), erythrocyte sedimentation rate 91 mm/h. Midstream urine: no growth, 19 WBC/mm3. Cerebrospinal fluid was normal, blood cultures were negative, and chest X-ray was normal.
Radiologically the right psoas shadow was enlarged, and lateral lumbar spine views showed disc space narrowing at L2/3 with erosion of the vertebral end plates and subchondral sclerosis ( Figure IA & B) .
The right iliac fossa mass was explored retroperitoneally through a grid-iron incision. An abscess cavity extending from below the inguinal ligament (behind the femoral vessels) to the lower pole of the kidney and paravertebrally was drained. Gram stain of the abscess contents showed numerous gram-positive cocci, identified on culture as penicillin-resistant Staphylococcus aureus.
Initial treatment with intravenous Fucidin and flucloxacillin was continued with oral flucloxacillin for a total of three months. His postoperative course was uneventful and at follow up a year later he remained asymptomatic ( Figure Ic ).
Discussion
The clinical features of discitis in children are often nonspecific, and delay in diagnosis is common (Menelaus 1964) . Commonly affected are the under-five year olds and to a lesser extent teenagers, with a slight male predominance (Bonfiglio et al. 1973) . Young children usually present with difficulty walking or refusal to stand or sit. A proportion complain mainly of abdominal pain, but the majority have symptoms related to the back and hip (Wenger et al. 1978) . Low-grade, intermittent pyrexia and general malaise are common, with less often nausea, vomiting, headache or irritability (Spiegel et al. 1972) . A history of significant preceding trauma is unusual, but a prior infection of upper respiratory tract, skin or urinary tract may be recorded (Wenger et al. 1978) .
Examination of the spine often reveals reduced range of movement, altered configuration or muscle spasm. Localized tenderness occurs less frequently. Reduced hip movements or hamstring tightness may be found (Menelaus 1964 , Spiegel et al. 1972 , Wenger et al. 1978 ). The ESR is usually but not invariably raised and the white blood count may be moderately elevated (Spiegel et al. 1972 ).
X-ray changes develop from about two weeks after onset (Doyle 1960) . Initially there is disc space narrowing followed by vertebral end-plate erosion and subchondral sclerosis (Menelaus 1964 , Spiegel et al. 1972 . Involvement of mainly the lumbar or lower thoracic spine at a single level is typical (Wenger et al. 1978) . Disc space narrowing is not specific; the differential diagnosis includes tuberculosis, brucellosis, typhoid, osteomyelitis and tumour (Bonfiglio et al. 1973 , Spiegel et al. 1972 . Trauma and particularly osteochondritis (Scheuermann's disease) may cause confusion particularly in the older child, although the latter typically affects several vertebrae (Spiegel et al. 1972 , Wenger et al. 1978 .
Isotope bone scanning can be useful in early diagnosis, as radiological changes are sometimes delayed for several weeks (Fischer et al. 1978 , Wenger et al. 1978 . Blood cultures may be positive and biopsy of disc material, using needle or open techniques, has yielded variable results (Doyle 1960 , Kemp et al. 1973 , Spiegel et al. 1972 , Wenger et al. 1978 .
Management variously comprises bed rest, spinal immobilization and antibiotic administration. Use of back supports is dictated to some extent by symptoms, but treatment with antibiotics is debateable where bacteriology is negative (Doyle 1960 , Menelaus 1964 , Spiegel et. al. 1972 , Wenger et al. 1978 .
The picture of discitis in adults and children differs clinically, possibly reflecting aetiological differences. In adult cases, patients are often predisposed to infection by conditions such as diabetes, renal failure, alcoholism or rheumatoid arthritis. Spinal cord involvement and abscess formation are relatively common, and a bacterial cause (most frequently Staph. aureus) is found in the majority (Bonfiglio et al. 1973 , Kemp et al. 1973 , McCain et al. 1981 .
Children are usually well prior to the disease, which tends to be self-limiting and generally free of complications. There has been one recently reported case of psoas abscess secondary to a septic discitis in a girl aged 13 years (Holliday et al. 1980 ). However, of almost 300 cases reviewed in the literature, there was evidence of paraspinal abscess formation in only 3 children- (Bonfiglio et al. 1973 , Fischer et al. 1978 , Menelaus 1964 , Spiegel et al. 1972 , Wenger et al. 1978 . This rarity of abscess formation is surprising and difficult to explain if bacterial infection is the major aetiological factor.
Although an infective cause is assumed by most authors, bacterial confirmation is obtained only in a minority (Fischer et al. 1978 , Spiegel et al. 1972 , Wenger et al. 1978 . Previous antibiotic usage, low-virulence organisms or viral infection could account for negative cultures. Alternatively, other processes such as trauma, avascular necrosis or dislocation of epiphyses may be relevant aetiologically in many cases of childhood discitis (Spiegel et al. 1972 , Wenger et al. 1978 .
